Study objective-The aim was to compare the value of four sources of data in assessing morbidity in a population: (1) data from a screening programme including follow up records, (2) death certifications by attending physicians, (3) death certifications by doctor-coroners, and (4) necropsy reports.
An epidemiological study was performed by one of the authors between 1964 and 1966 in Hajduszoboszl6 (a small town in the eastern part of Hungary). Data concerning the social status of persons aged 60 years or older, who had been employed in agriculture, were collected, and 1412 people (96 10%) were examined using an exhaustive screening programme. 1 Mortality data (necropsy records if available) of persons who died from this group were carefully studied. In the summer of 1986 the living and available persons were examined in the same way as 20 years earlier.
The series of investigations made it possible to compare the usefulness of the four sources of epidemiological data: the screening programme, the follow up data, data from health authority registers and mortality data.2 We have found no comparative analysis of this kind in published reports so far.
About 75% of the total quantity of data recorded became known from the screening programme. The follow up revealed rather more than 20%, the hospital and outpatient unit registers rather less than 20%, of the diseases found in the given population. Mortality data contributed 150%. However, a considerable amount of mortality data, particularly those that had been reported on the basis of necropsy, provided exclusive information.
It has been revealed from published reports that diagnoses other than the underlying cause of death are not generally given on death certificates. It Men  77 7  78-2  770  Women  76 7  80 8  79 6  Total  77-2  79 4  78-2 There are two other data files with which to make comparisons: death certificates which had been filled in by attending physicians and those completed by doctor-coroners. In this way we selected two control groups that corresponded to necropsy groups according to age and gender. The male/female ratio was 77/67 in each group; deviation of mean ages can be seen in registered by attending physicians in 86-6"0 (B), and by doctor-coroners in 88-1 0 0 (C). There were statistically significant differences (p<0 01) between (A) and (B), between (A) and (C), and between (B) and (C). These differences were the result of both objective and subjective causes.
Data from the whole country from both 1965 and 1985 are available only for the relationship between diagnosis and age. After making basic corrections in the 1965 data group (cerebrovascular diseases were shifted from chapter VI to chapter VII in the ICD), and comparing them with the data of 1985, no unexpected and/or important changes were obtained (table II) . The proportion of infectious diseases decreased, whereas that of neoplasms, injury and poisoning increased. Particular attention should be paid to the fact that the proportion of Symptoms, signs and ill-defined conditions (XVI) decreased and is among the lowest rates in Europe (table III) .
Comparing numbers of ICD chapters of diseases, the selected underlying causes of death could be categorised into eight chapters based on necropsy, seven chapters based on attending physicians' diagnostic information, and five chapters based on doctor-coroners' information. The picture is somewhat similar to this if we compare numbers of nosological classes (three digit categories). Forty-four such categories were used after necropsies, 30 by attending physicians and 32 by doctor-coroners.
It hardly needs to be proved that the most reliable of these three sources is necropsy. Comparing the two other groups to the necropsy group (table IV) remarkable differences can be found; 19 4'1( of selected underlying causes of death occurred exclusively in the latter group.
Cardiac arrest or lethal cerebrovascular diseases might occur more frequently outside hospital. Apart from the diseases which undoubtedly existed, however, there could be other real underlying causes of death which the attending physicians or doctor-coroners were unaware of, with the result that they indicated some circulatory or respiratory disease as the underlying cause of death.
Diseases of the digestive system (IX) as well as injury and poisoning (XVII) occur more frequently in necropsy groups; this can be explained by the almost obligatory need for surgical intervention in the former group, and by the need for necropsy in suicide and accident cases (15 out of 432 cases were due to self hanging, one was due to poisoning with hydrochloric acid, and one to poisoning with barbiturate).
COMPARATIVE ANALYSIS OF FURTHER DIAGNOSES IN THE DEATH CERTIFICATE
From the point of view of the evaluation of morbidity statistics the majority of the diagnoses actually present have disappeared. We therefore (table IX) . The number of diagnoses from necropsy records in relation to those on the death certificates increased threefold and the number of three digit categories increased twofold. These differences became even more evident after relating the data to one dead person who had been necropsied (table X). In contrast to the one officially completed and published diagnosis (underlying cause of deaths), nine diagnoses were found in the necropsy records. Additional. information can be found in each ICD chapter in absolute values in groups VIII and IX, and relatively in group III (ninefold increase), in group X (sixfold increase), and in group VI (fivefold increase). Moreover, the majority of this additional information is likely to have been undiscovered without necropsy. The number of cases of pulmonary tuberculosis (011), different benign (not exclusively) neoplasms, cerebral degenerations and other conditions of the brain (331, 348), old myocardial infarction (412), acute pulmonary heart disease (415), different acute and chronic pulmonary diseases, chronic liver diseases and cirrhosis (571), and diseases of kidney and ureter (593) all increased.
It must be noted that there are qualitative and quantitative differences among single necropsy records, so the subjectivity of the doctors performing the necropsy can influence the content and the volume of this document. The doctors usually work following their own scheme and never deviate from it. These schemes vary depending on the person and the institution. This makes it more difficult to compare necropsy records from different places. Additional factors influencing the analysis are the doctors' knowledge, interest, and performance on a particular day. So far as our study is concerned, the most valuable records are given in those certificates which bring to light an unexpected underlying cause of death or in which an unclear cause of death was explored (eg, cases of sudden death). However, those records that served only as confirmation of a well known underlying cause of death (eg, self hanging) do not contain much information of relevance to our study.
COMPARISON OF VALUES FROM DIFFERENT SOURCES
The most surprising results are derived from comparing the values from different sources. Working out the underlying causes of death provides a relatively small, monotonous mass of data. Elaboration of each diagnosis on the death certificates gives more useful results, exceeding those obtained from the data originating from official medical service records, and practically matching the follow up results. Concerning neoplasms (II), diseases of the circulatory system (VII), and diseases of the respiratory system (VIII), its level of effectiveness reaches the level of the screening programme. It proved to be ineffective, however, in ICD chapters III, VI, IX, XII, XIII compared to the three examinations performed in the living population.
The quantity of necropsy records exceeds (in some instances considerably) the amount of information coming from all other sources in ICD chapters I-IV, VII-X, XIV, and XVII. It has been shown by comparative analysis that in the groups of mental disorders (V), diseases of organs 
